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Executive Summary

As part of its overall strategy of conducting policy-relevant research
into matters that are likely to be of importance to government policy-
makers and USAID missions in Africa, the Africa Bureau in USAID
under its Health and Human Resources Analysis for Africa project
commissioned the Data for Decision Making project (DDM) at Har-
vard University to conduct five case studies on hospital autonomy.
One of these studies was done in India in the state of Andhra
Pradesh.

The overall objectives of the DDM-HHRAA project on hospital auton-
omy are (a) to describe different approaches which have been taken
in different parts of the world to improve performance of public hospi-
tals through increased autonomy, and to improve allocative efficiency
of government health spending by shifting public funds away from
public hospitals; (b) to analyze factors which contribute to successful
implementation of a strategy to increase hospital autonomy; and (c)
to formulate a set of guidelines to support the design of policies to
improve hospital performance through greater autonomy.

The primary goal of the present study of the experience of Andhra
Pradesh Vaidya Vidhan Parishad (APVVP) hospitals with autonomy
is thus to provide a description and assessment of the process and
impact of autonomy on performance of these hospitals. More partic-
ularly, the objectives of the study are to (a) document and analyze
the evolution of APVVP as an autonomous body; (b) describe the
process and type of autonomy of APVVP; (c) describe the legal and
administrative system supporting autonomy of APVVP; and (d) evalu-
ate the impact of autonomy in terms of its effect on efficiency, quality
of care, patient satisfaction, etc.

Located in South India, Andhra Pradesh (AP) is the fifth most popu-
lous state in India, and has a population size of 66.3 million. The
health status of AP is marginally higher than the Indian national aver-
age. In 1992 AP recorded a birth rate of 24.1, death rate of 9.1, and
infant mortality rate of 71 per 1000 live births, which compare favor-
ably with the corresponding national figures of 29, 10 and 79 respec-
tively. Life expectancy for AP in 1981-86 was 58 as compared to 56
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for India as a whole. Only 40.8% of the births in AP took place in
health institutions or were attended by health personnel, which is
very close to the corresponding national figure of 41.2%. The decen-
nial growth rate of AP population during 1981-91 of 24.2% compares
closely with India’s figure of 23.85%. At the same time, the total
fertility rate of AP in 1988 at 3.3% was slightly less than that of 4%
for the country as a whole.

The public health care system of Andhra Pradesh comprises three
levels of service delivery and finance. Primary care services provide
the people with preventive and promotive care for minor health prob-
lems, maternal and child health, and family planning. With the excep-
tion of family planning services that are managed by the Directorate
of Family Welfare, all primary care services and facilities are man-
aged by the Directorate of Health Services. The referral hospitals and
secondary level hospitals make up the second level of public health
care. These facilities provide in-patient and out-patient care for ill-
nesses that are too complicated to be treated at the primary level.
These facilities are under the general management of the Andhra
Pradesh Vaidya Vidhana Parishad (APVVP), an autonomous govern-
mental agency which was created in 1986. Tertiary hospitals, which
include teaching hospitals, are the third and final level of public
health system. Managed by the Directorate of Medical Education, the
tertiary hospitals provide more technical and specialized care.

The Andhra Pradesh Vaidya Vidhan Parishad (APVVP) [translated:
Andhra Pradesh Council for Hospital Management] is an autono-
mous body established in 1986 by an Act of Parliament with the
express objective of managing all district hospitals in the state of
Andhra Pradesh in India. The APVVP replaced the Department of
Health, Government of Andhra Pradesh, in the management of the
district hospitals. Motivated by a desire to grant greater (and eventu-
ally complete) autonomy to the district hospitals, APVVP was set up
as a quasi-government organization with freedom to set its manageri-
al objectives and style of functioning, subject to the overall mission of
granting greater autonomy to district hospitals. At the same time,
APVVP was entrusted with the task of ensuring greater efficiency of
hospitals, improvement in quality of care and patient satisfaction, and
improvement in financial sustainability and management. Starting
with 140 district and community hospitals, APVVP soon took over all
area hospitals as well, and by 1993 had 162 hospitals and 9646
beds.

The APVVP is governed by a “Governing Body”, which comprises of
(appointed) representatives from the government, (elected) represen-
tatives of the people, and representatives of the financial institutions.



Vi Mukesh Chawlaand Alex George

The APVVP is headed by a Commissioner, who is supported by a
number of Joint and Deputy Commissioners, and administrative and
legal staff. A large number of physicians are also on the payroll of
APVVP, and are principally located at the various district hospitals.

The model used by the Government of Andhra Pradesh to grant
autonomy is based on creation of a parastatal organization and giv-
ing that organization autonomy, as distinct from giving autonomy to
each and every hospital. APVVP effectively replaced that branch of
the Department of Health that was entrusted with the administration
of hospitals. However, there is no evidence to indicate that autonomy
has percolated down to the level of the hospital. The delegation of
financial and administrative powers to the hospital superintendents
does provide them with some element of decision-making, but as
compared to the overall size of hospital operations this delegation
has not been quite insignificant.

This model has had many advantages. First, the government has
had to deal with only one organization instead of 160 different auton-
omous hospitals. Second, the government has been able to effective-
ly monitor flow of funds, appointments, staff remuneration, etc. fairly
closely. Third, when this autonomous organization has worked under
the general direction of a dynamic leader and supportive board, it has
seemed to perform very well. Fourth, the fact that there is only one
organization has effectively led to the system of one-window for all
inputs, processes and outcomes.

At the same time, there are many disadvantages associated with a
single organization. First, the hospitals continue to be non-autono-
mous, and thus the gains from autonomy may well not have been
fully realized. Second, it has been easy, both administratively and
politically, for the government to exercise a great deal of control over
the single organization, so that the effective autonomy has been
diluted in several instances. Third, the organization has experienced
many periods of ineffective leadership, as a result of which the per-
formance of all the hospitals has been less than optimal. As a result
of all these factors, on several occasions and for long stretches of
time APVVP has enjoyed little autonomy despite the legal and ad-
ministrative framework provided by the Act. APVVP has not always
been able to take independent decisions about its finances and day-
to-day administration, and has often been tied down by bureaucratic
and hierarchical constraints, that are usually typical of government
organizations. While the legal framework for autonomy has been in
existence since the earliest days of the organization, de facto autono-
my has tended to be influenced by a host of factors including the
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relative situation and strength of APVVP management vis-a-vis the
government. In effect, the organization has often been only as auton-
omous as the management has been able to make it or as much as
the government has permitted it to be, or some combination of both.

On the more positive side, APVVP has had commendable success in
many managerial decision-making situations. Under APVVP the
down-time due to equipment repair and overhaul came down from
over six months in most cases to less than two weeks. This reduction
in downtime on equipment has been the direct result of simplified and
result-oriented policies on repairs and maintenance.

APVVP introduced several innovative ways of raising resources to
augment funds it receives from the government. These include
charging user fees, the Annadana schemes, donations, lotteries, and
external assistance. User fees raised only Rs. 45 million (between
1988 and 1994). Donations proved to be highly successful, and
raised substantial funds (over Rs. 100 million between 1988 and
1994) from the general public. The Annadana schemes also did well,
and mobilized over Rs. 2 million (between 1988 and 1994) in the
form of contributions from the general public toward the cost of food.

Probably the biggest achievement of APVVP has been the approval
in 1993 by the World Bank for a loan of US$133 million for a special
project that will help APVVP and the government of Andhra Pradesh
finance activities that will strengthen institutions for policy develop-
ment and implementation capacity, and improve quality, access, and
effectiveness of health services at district area and community hospi-
tals.

APVVP has taken many steps to improve the preparedness of hospitals to meet
emergency situations. These include identification and improving availability of
equipmentrequired foremergency services, like oxygen cylinders, suction apparatus
and refrigerators. When APVVP took over the hospitals, alarge number of facilities
did not have adequately functioning water supply systems. APVVP improved water
supply in all 162 hospitals by installing borewells, augmenting municipal sources,
overhauling existing water distribution systems, adding overhead storage tanks, and
providing safe drinking water for patients. APVVP also adopted a multi-pronged
strategy to address power shortages, and installed direct feeder lines and standby
generator sets, changed the electrical wiring in old hospitals, and provided adequate
number of fans to each hospital. Moreover, APVVP constructed several additional
wards, outpatients centers, rooms for diagnostic services, and areas for patients’
attendants.

APVVP has taken many innovative steps to manage and control funds at its dispos-
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al. First, APVVP reorganized the classification of expenses to follow
a more functional categorization. Second, APVVP created a concur-
rent audit system and an internal audit wing. Finally, APVVP delegat-
ed a number of financial powers to the hospital superintendent and
district coordinators, especially for minor and routine repairs. APVVP
initiated several steps for effective inventory control. In the critical
area of supply of drugs, APVVP introduced monthly central monitor-
ing of stock for about 55 drugs. New rules and procedures were
introduced, which required the purchasing officers to take the existing
stock account before placing fresh orders, which restricted purchase
of most items for one quarter at a time only. These improvements in
financial and inventory management were slow to materialize, but
once the changes were set in motion they proved to be very effec-
tive. The initial reluctance of the staff to change from their well-en-
trenched habits from government days was overcome over time and
through a process of training, and better and more functional sys-
tems of book-keeping, accounting, record-keeping, inventory control,
purchases, and computerization were put into place.

In many other cases the success of APVVP has been rather limited.
Even though the pattern of government funding changed from line
grants to block grants after autonomy, the government continues to
retain substantial control over how funds were allocated. As a result,
Nno major innovations and improvements in spending have happened
as a result of autonomy. Even the planning and budgeting processes
have not changed much, despite the formal autonomy that APVVP
enjoys in this regard. Allocations to the different heads of account
and expenditure continue to be made on a historical basis, and no
long-term plans have been drawn up for any major changes in pro-
cess or focus of the organization.

APVVP’s autonomy vis-a-vis personnel matters has been rather
limited, as a result of which the management has not had the flexibili-
ty of appointments and dismissals. With the exception of some ratio-
nalization of posts (256 posts were declared non-essential, and were
abolished) no innovations have been brought about in creation and
filling up of vacancies. APVVP continues to follow the earlier norms
set by the government, that are the same for other hospitals directly
managed by the government. No system of incentives has been put
into place following autonomy, and despite the enunciation of a new
corporate mission, there has been no change in attitudes and actions
of the employees of the organization, to whom autonomy has not
meant much.

In sum, it appears that because of its autonomous nature APVVP
has been very successful in mobilizing institutional finance and re-
sources from public. Autonomy has also been useful in ensuring
gains on other fronts, like maintenance of equipment and buildings,
and to some extent, quality of care. However, autonomy has meant
little or nothing to the staff employed in the organization, and has not
been accompanied by any incentives for those working in the organi-
zation.
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1. Background

Public hospitals are an important part of health systems in
developing countries, and depending on their capacity, act as first
referral, secondary or last referral facilities. Generally responsible for
50 to 80 percent of recurrent government health sector expenditure
in most developing countries (Barnum and Kutzin, 1993), these
hospitals utilize nearly half of the total national health expenditure in
many of these countries (Mills, 1990). Under the prevailing
conditions of increasing health care costs, it is thus no surprise that
“hospitals, as the main spenders within the healthcare system, are in
the limelight” (Montoya-Aguilar, 1994). In a bid to find new resources
to fund the high cost activities of the hospitals as well as to utilize
existing resources more efficiently, governments in some developing
countries have started giving varying degrees of autonomy to public
hospitals in the hope that this would both reduce the financial burden
of hospitals on governments and strengthen the efficiency and
effectiveness of public hospitals.

As part of its overall strategy of conducting policy-relevant research
into matters that are likely to be of importance to government policy-
makers and USAID missions in Africa, USAID's Africa Bureau under
its Health and Human Resources Analysis for Africa project
commissioned the Data for Decision Making project (DDM) at
Harvard University to conduct five case studies on hospital
autonomy. One of these studies was done in India, in particular in
the state of Andhra Pradesh, which was identified as one of the sites
by a Technical Advisory Group (TAG) organized by DDM and
USAID.

1.1 Goals and Objectives of the Study

The overall objectives of the DDM-HHRAA project on hospital
autonomy are (a) to describe different approaches which have been
taken in different parts of the world to improve performance of public
hospitals through increased autonomy, and to improve allocative
efficiency of government health spending by shifting public funds
away from public hospitals; (b) to analyze factors which contribute to
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successful implementation of a strategy to increase hospital
autonomy; and (c) to formulate a set of guidelines to support the
design of policies to improve hospital performance through greater
autonomy.

The primary goal of the present study of the experience of Andhra
Pradesh Vaidya Vidhan Parishad (APVVP) hospitals with autonomy
is thus to provide a description and assessment of the process and
impact of autonomy on performance of these hospitals. More
particularly, the objectives of the study are:

A. Document and analyze the evolution of APVVP as an
autonomous body.

B. Describe the process and type of autonomy of APVVP.

Describe the legal and administrative system supporting
autonomy of APVVP.

D. Evaluate the impact of autonomy in terms of its effect on
efficiency, quality of care, patient satisfaction, etc.

The rest of this report is organized as follows: The conceptual
framework for autonomy that is used as the basis for this study is
discussed in section 2. Descriptive information of the health system
of Andhra Pradesh and of the Andhra Pradesh Vaidya Vidhan
Parishad is provided in section 3. The evolution of APVVP as an
autonomous body is described in section 4. The impact of autonomy
on performance of the hospitals is analyzed in section 5, while
section 6 contains a discussion of the conclusions that can be drawn
from the experience of APVVP. The report ends with concluding
remarks in section 7.
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2. Autonomy: Concepts and Issues

Autonomy!? refers to the quality or state of being self-governing.
Selznick (1953) and Van de Ven Ferry (1980) define autonomy as
“the degree to which an organization has power with respect to its
environment”, so that greater the power the organization has with
respect to its organization, the more autonomy the organization
enjoys. Holdaway, Knobbier, Hickson and Heron (1975) define
autonomy as the “extent to which organizationally relevant decision-
making is inside the organization”, so that greater the extent of
decision-making within the organization, greater is the level of
autonomy.

An issue central to both these definitions is the interpretation of the
boundary of an organization. Price and Mueller (1986) consider the
boundary of an organization to be “determined by the extent to which
organizational norms and sanctions are officially applicable”.
According to this definition, all individuals and entities who are
subject to the organization’s rules and procedures and sanctions are
within the boundaries of the organization, while all others are outside
the boundary. Hospital employees are therefore members of the
organization they work in, while the patients are not.

Another issue central to the idea of autonomy is power. Power has
often been defined as the “production of intended effects” by some
persons on other persons (Wrong, 1970). Power is exercised only if
it produces effects that are intended; an order given but not carried
out, or carried out differently than intended, is not an order coming
from a source of power. Though power may be exercised
legitimately or illegitimately, only the legitimate use of power is
considered to be authority (Weber).

Autonomy can be either global or dimensional>. An organization is
said to have global autonomy if it has power concerning its
environment. The environment in government organizations is often
defined in terms of territorial boundaries. Also referred to in the
literature as “horizontal” division of powers and decision-making
between national, state and local levels of government, territorial
division of powers may take many forms. The literature is not always

1/ Much of the discussion in this section can also be found in Chawla and Berman, 1995.

2/ Different researchers have used different dimensions in specifying autonomy. Hildebrand
and Newbrander, in a study of policy options in the health sector in Pakistan, select the three
domains of governance, management and financing to specify autonomy.
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consistent in its use of terms (see, for instance, Bossert, 1995,
Conyers, 1986, Faltas, 1982, Maxwell, 1995, Mills, 1991, Pescador,
1985, Rondinelli, 1981, Winkler, 1989), but it commonly distinguishes
between deconcentration, devolution and delegation.
Deconcentration, or the reorganization of authority in general, refers
to the redistribution of some amount of administrative authority to
lower levels in the hierarchy. Devolution “shifts responsibility and
authority from the central offices of the Ministry [of health] to separate
administrative structures still within the public administration (e.g.,
provinces, states, municipalities)” (Bossert, 1995). Delegation, or the
reorganization of authority specific to functions, involves the transfer
of decision making and management authority for particular functions
to organizations which are not directly controlled by the central
government ministries.

An organization is said to have dimensional autonomy if it has power
with respect to types of decisions, such as supervisory
establishment, hiring and firing, determination of new programs,
making purchases, allocation of work among available personnel,
financial budgets, and assignment of responsibilities. Also referred
to in the literature as “vertical” division of power over specific
functions, there can be varying degrees of dimensional autonomy
within each level of territorial autonomy.

Autonomy can thus be conceptualized according to a two-level
nested structure representing global autonomy or “degree”, and
dimensional autonomy, or “type” (see, for example, Chawla and
Berman, Draft, 1995). The first level can be represented by a multi-
dimensional matrix, where each “cell” in the matrix refers to type of
autonomy, and the position of each cell refers to the degree and
extent of autonomy. The two key variables that form the dimensions
of this matrix are “territorial level” and power or “authority”. Nested
within each cell is another matrix that reflects the third key variable,
“dimension”, and measures function type on one axis and extent on
the other. The type and degree of autonomy is thus characterized by
the territorial level-authority-function combination, and is denoted by
the attributes of the cell in the first level of nesting, the position of the
cell in this matrix, and the attributes and position of the cell in the
second level of nesting.

The first level of nesting in this conceptual framework reflects
combinations of territorial control and authority. Territorial autonomy
refers to the transfer of control, either in part or in full, from the
national government to local government (or even non-government
agents). On the one end of the territorial autonomy spectrum is the

Stover, in developing a management-ownership matrix for the Philippines, adds ownership to
make four domains in all. Maxwell (1995) concentrates on management functions and
decisions that arise in that context, like evaluation of needs and demands, resources, and
services provided.
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system where all decisions are made at the level farthest from the
organization; on the other end is the system where all decisions are
taken at the institution-level. In between are systems where
decision-making is shared along many levels.

Power, or authority to govern and manage, refers to the act of
direction, control and regulation which influences or determines the
goals and objectives of the organization and its operational policies.
There is a variety of ways in which governance of hospitals can be
organized and power and responsibility for direction and control

Table 2.1

Hospital Autonomy: Nesting Level 1

Territorial National State Local Non-
Authority Government Government Government Government
or Private

< Global Continuum >

Centrally Base Case: Zero
Controlled Autonomy

High
Supervision/
Control

- o s 0T

Low C
Supervision/ 0
Control nt

Total High Autonomy High Autonomy High Autonomy High Autonomy
Independence

3 c c

vested. On the one end of the spectrum is the hospital that is
governed and directed by the Ministry of Health. On the other end is
the independently managed hospital. In between is an array of forms
that organization of governance can take, and the extent and nature
of autonomy varies with the position on the authority spectrum.

The matrix of the first level of nesting is presented in table 2.1.



6 Mukesh Chawla and Alex George

Ignoring for the moment the second level of nesting, the cell in the
top-left corner of the matrix denotes the base case of “zero-
autonomy” and the cells in the last row the cases of “high-autonomy”.
The cells in between denote varying levels of autonomy along each
territory-authority zero-one continuum.

The second level of nesting refers to the third key variable, function.
Functional autonomy refers to the manner in which the hospital
management makes day-to-day decisions about the operations of the
various functional areas of the hospital. The chief functional areas
include general administration, finance, including control over
revenue and financial resources, and control of inputs, including
hospital staff.

. Administration refers to the methods by which the hospital
decides its goals and objectives, interacts with its environment,
and establishes rules and procedures for intra-organizational
interaction. Administrative autonomy therefore refers to the
freedom and discretion the hospital enjoys in setting its own
goals and objectives, and administrative practices of interaction
with the state and community, as well as within the
organization with its own staff and patients.

. Finance refers to the methods by which the hospital’s revenues
are generated and funds are disbursed. It includes the
establishment and management of financial resources through
recurrent and capital budgets, procurement of capital, financial
controls, financial procedures, and the process of financial
auditing. Financial independence therefore refers to the
freedom to raise revenue and allocate expenditure, and to
monitor and control one’s finances.

. Management of inputs refers to the methods by which the
hospital administers its personnel, equipment, drugs, and
medical and non-medical supplies. Personnel include
administrators, physicians, nurses, paramedical staff, and non-
medical staff. Operations involving personnel include selection
and recruitment, training, determination of wages and salaries,
personnel records, discipline and discharge, post-retirement
payments, and other staff related issues. The extent and
nature of autonomy will depend on the hospital’'s freedom to
choose its own policies with respect to all or some matters
relating to personnel.
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Table 2.2

Hospital Autonomy: Nesting Level 2

Degree ------ > Function No Autonomy <--------------m-m--- > Full Autonomy

Administration No Autonomy Full Autonomy

e Recurrent No Autonomy Full Autonomy

i

N | capital No Autonomy Full Autonomy

a

N | Resources No Autonomy Full Autonomy

c

€ | Revenue No Autonomy Full Autonomy
Personnel No Autonomy Full Autonomy

:1 Drugs No Autonomy Full Autonomy

S t | EQuipment No Autonomy Full Autonomy
Supplies No Autonomy Full Autonomy

There is a variety of ways in which functional autonomy can be
organized, and table 2.2 presents an illustration. On the one end of
the spectrum (first column of the matrix: zero autonomy) is the
centrally directed and financed public hospital, with no administrative
flexibility, and no power over finance, personnel, and procurement of
supplies. On the other end (last column of the matrix: full autonomy)
is the fully independent facility where the management has complete
discretion over administration, finance, personnel matters, and
procurement of supplies. In between is a vast array of forms that
management can take, and the extent and nature of autonomy wiill
depend on the type and degree of functional independence the
management enjoys.

Clearly, a unit may enjoy any degree of autonomy along any one or
along any combination of ownership, authority and function. Indeed,
a considerable overlapping of degree and type of autonomy can be
expected in practice. For instance, a hospital can be fully
government-owned (zero-autonomy along ownership aspects), have
considerable authority vested in the hospital administrator (between
zero and one autonomy along authority organization aspects) and be
fully financially independent in terms of freedom to raise and allocate
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revenue (fully autonomous along finance-function aspect).
Autonomy will therefore be defined by the ownership-authority-
function combination, and where this combination lies in the various
zero-one continuum. A unit may enjoy any degree of autonomy
along any one or along any combination of territorial level, authority
and function. Indeed, a considerable overlapping of degree and type
of autonomy can be expected in practice.

The nature and extent of autonomy in Andhra Pradesh Vaidya
Vidhan Parishad hospitals will be analyzed on the basis of the above
framework.
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3. Health Care System of Andhra
Pradesh

Located in South India, Andhra Pradesh (AP) is spread over three
geographic regions: Coastal Andhra, Rayalseema, and Telengana.
As the fifth most populous state in India, it has a population size of
66.5 million. About 27% of its people live in urban areas, while 73%
reside in rural areas. Thirty-eight percent of its people live below the
official Government of India poverty line.

The health status of AP is marginally higher than the Indian national
average. In 1993 AP recorded a birth rate of 24.1, death rate of 8.4,
and infant mortality rate of 64 per 1000 live births, which compare
favorably with the corresponding national figures of 28.5, 9.2 and 74
respectively (SRS Bulletin 1994). Life expectancy for AP in 1981-86
was 58 as compared to 56 for India as a whole (Health Information of
India, 1992). Only 61.7% of the births in AP took place in health
institutions or were attended by health personnel, which is very close
to the corresponding national figure of 47.3%. The decennial growth
rate of AP population during 1981-91 of 24.2% compares closely
with India’s figure of 23.85% ( Census of India 1991). At the same
time, the total fertility rate of AP in 1992 at 2.8% was slightly less
than that of 3.6% for the country as a whole.

Several socio-economic variables are known to have an impact on
health status. AP is one of the poorest states in the country, and has
a large proportion of population living below the poverty line. Literacy
rate is also significantly lower in AP as compared with the national
average. Most of the other commonly used indicators of
development are, however, quite similar for both AP and the country
as a whole.

The most common causes of deaths in AP are nervous and
circulatory system disorders (20%), respiratory disorders (16%o),
maternity and infancy related causes (11%), accidents and injuries
(10%), digestive disorders (7%), and various types of fevers (6%).
Records from primary health centers (PHCs) show that common
illnesses treated were respiratory infections, malaria, alimentary
diseases, and aches and pains. Gastroenteritis, respiratory infection,
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malaria, scabies, and skin infections are among the most frequently
treated diseases among children.

According to the national sample survey (NSS) utilization data from
the 42nd round (1993), most households (98%) utilize the modern
(allopathic) system of medicine for both hospitalization and
ambulatory care regardless of their income level or social class.
Private sector is utilized more frequently for outpatient care, with rural
areas of AP recording a higher utilization (74.91% of all outpatient
cases) as compared to urban areas (71.9%). As far as inpatient
treatment is concerned, approximately 67% of all inpatient cases are
treated in private health institutions. Public health care utilization is
thus not very high for both inpatient as well as outpatient care, which
is contrary to the national picture (59.7% of all outpatient and 60% of
all inpatient cases treated in public hospitals).

Table 3.1

Health Indicators of Andhra Pradesh and India, 1993

Indicators Rural Combined Urban

AP | India AP | India AP India
Annual Birth Rate per 1000 Population 24.3 30.3 23.4 235 24.1 28.5
Annual Death Rate per 1000 9.5 10.5 5.4 5.7 8.4 9.2
Infant Mortality Rate per 1000 Live Births 70 82 46 45 64 74
Estimated Death Rates for Children (<4 years) 29.5 35.7 17.9 18.7 27 33.3
Life Expectancy (1981-86) 59 54 58 59 58 56
Attended Births (in%) by Qualified Personnel 51.9 39.8 87.6 82.8 61.7 47.3
Decennial Growth Rate (1981-91) 18.4 20.1 43.2 34.5 24.2 23.9
Total Fertility Rate (1988) 2.9 3.9 2.3 2.6 2.8 3.6

Sources:
1. Registrar General of India, Ministry of Home Affairs, Government of India, Sample Registration System(SRS),
1988.

2. Registrar General of India, Ministry of Home Affairs, Government of India. Sample Registration Bulletin, Vol.
XXVIII No:1 Jan 1994.

3. Census of India 1991, Series-1 Paper -2, 1992 Final Population Totals: Brief Analysis Primary Census Abstract.

4. Health Information of India 1992.
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Table 3.2

Socio-Economic Indicators: Andhra Pradesh and India

Socio-Economic Indicators AP India
Real Per Capita Income (Rs, 1992-93; US$1=Rs.35) 1,829 2,219
CMIE ‘s Relative Index of Development (1992-93) 99 100
CMIE’s Index of Infrastructural Development (1992-93) 103 100
%Non-Agricultural Workers in Labor Force (1981) 31.39 35.15
% Urbanization (1991) 26.89 26.13
Rate of Literacy (1991) 44.09 52.09
Rate of Female Literacy(1991) 32.72 39.19

Source: Center for Monitoring Indian Economy (CMIE), Bombay: "Basic Statistics, States", 1994.

3.1 The Public Health Care System

The public health care system of Andhra Pradesh comprises three
levels of service delivery and finance. Primary care services provide
the people with preventive and promotive care for minor health
problems, maternal and child health, and family planning. With the
exception of family planning services that are managed by the
Directorate of Family Welfare, all primary care services and facilities
are managed by the Directorate of Health Services. The referral
hospitals and secondary level hospitals make up the second level of
public health care. These facilities provide in-patient and out-patient
care for illnesses that are too complicated to be treated at the
primary level. These facilities are under the general management of
the Andhra Pradesh Vaidya Vidhana Parishad (APVVP), an
autonomous governmental agency which was created in 1986.
Tertiary hospitals, which include teaching hospitals, are the third and
final level of the public health system. Managed by the Directorate of
Medical Education, the tertiary hospitals provide more technical and
specialized care.

Apart from the directorates that manage the individual levels of the
public health system, there are five smaller directorates that manage
the AIDS program, preventive medicine, employees state insurance,
and the Indian system of medicine and drug control. The
Department of Health, Medical, and Family Welfare oversees the
functions and operations of all directorates.



12

Mukesh Chawla and Alex George

Table 3.3

Private and Voluntary Hospitals & Nursing Homes in Andhra Pradesh

District Private Hospitals Beds Voluntary Hospitals Beds
1 Srikakulam 56 500 1 40
2 Vijayanagaram 18 83 0 0
3 Vishakapatnam 107 1,602 2 160
4 East Godavari 320 4,582 3 404
5 West Godavari 357 4,297 0 0
6 Krishna 468 4,464 8 808
7 Guntur 304 4,684 8 867
8 Prakasam 156 2,541 1 100
9 Nellore 189 2,957 3 315
10 | Chittoor 130 1,349 5 525
11 | Cuddapah 60 939 3 313
12 | Ananthapur 38 479 1 0
13 [ Kurnool 32 783 4 135
14 | Mahaboobnagar 69 980 2 90
15 | Rangareddy 103 1,381 1 42
16 Hyderabad 250 8,864 0 0
17 | Medak 52 651 0 0
18 Nizamabad 68 1,111 2 40
19 | Adilabad 26 446 1 25
20 Karimnagar 149 1,553 3 210
21 |Warangal 51 1,077 2 97
22 | Khammam 127 1,471 1 110
23 | Nalgonda 87 1,177 3 124

Total 3,217 47,971 54 4,405
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According to 1994 statistics, the public health infrastructure of
Andhra Pradesh comprised 10,568 subcenters, 1,306 primary health
centers, 175 community health centers, and 45 mobile units at the
primary level. At the secondary level there are 172 hospitals and
dispensaries, of which 74 are community hospitals, 47 area
hospitals, 21 district hospitals, 7 maternal and child health hospitals,
1 paediatric hospital and 22 dispensaries. Community hospitals have
30 to 50 beds and are located in rural areas. Area hospitals are
located in smaller towns, and have 100 beds. District hospitals are
larger, with 200 or more beds, and are located in district
headquarters. All dispensaries are situated in urban areas. At the
tertiary level, there are 38 tertiary hospitals affiliated with 9 medical
schools, and 2 super-specialized hospitals. In addition to these
facilities, there are 23 district tuberculosis centers, 25 tuberculosis
clinics, and 194 leprosy control units at the primary and secondary
levels.

In the near-complete absence of user-charges, the public healthcare
system depends almost entirely on government funding provided via
budgetary support. However, macroeconomic difficulties and
budgetary constraints have led to a general decline in government’s
allocation of funds to the public healthcare system. In real terms,
public health care spending in AP has fallen from 6.8% of total state
revenue in 1981 to 5.6% in 1991, which represents a meager 1.3% of
the state’s Net Domestic Product. Within the healthcare system also,
the allocation of funds has changed over the past 10 years. While
health care expenditure allocated to primary health care has
increased from 46% to 49% between 1981 and 1991, funding to
hospital services has declined from 41% of total health budget to
34%. Out of the amount that is allocated to hospital care, most of it
goes to tertiary care, leaving secondary care with very little
resources. Although the Indian Planning Commission suggests a
ratio of 67:33 for allocation to non-tertiary (primary and secondary)
and tertiary care, the current AP figures are more to the order of
51:49. With only 32% of its public hospital beds in the secondary
level, AP public health system does not even meet half of the Indian
Planning Commission norms of having 70% of all public hospital
beds at the secondary level.

The allocation of hospital funds within the various operational
categories further exacerbates the shortages and inefficiencies.
Almost 71% of total available funds are used to finance salaries,
leaving very little for maintenance and operations. Moreover,
salaries have been growing at a rate over 10%, while other costs
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have experienced a moderate growth of around 5%. As a result,
there exists a perennial deficiency of funds for non-salary recurrent
costs. Budgetary allocation for operations and maintenance of
existing infrastructure has fallen from 30% to less than 20% during
the period 1971-1991. The situation is not improved by the resulting
shortage of diagnostic facilities, repair and maintenance service for
equipments, transport facilities, and trained personnel, as a result of
which the public healthcare system leaves much to be desired.

The pressing need for reform led the government of AP to reconsider
the structure and management of the public healthcare system, and
the APVVP was born. Recognizing that “the standard of hospital
services and maintenance of hospital equipment was far from
satisfactory, and that the budgetary allocation was meager and
government could not raise [additional] resources” the government
decided that “an autonomous body would be able to augment
resources by mobilizing donations, charging fees for diagnostic and
treatment services, through paying wards and through commercial
projects.” (from the speech of the Minister of Health before the state
legislature, as reported in Deccan Chronicle, Hyderabad, 28 July,
1986).

Table 3.4

Growth of APVVP

Year Hospitals Beds
1987-88 140 8426
1988-89 140 8556
1989-90 141 8593
1990-91 143 8951
1991-92 161 9586
1992-93 162 9646

Starting with 140 district and community hospitals, APVVP soon took
over all area hospitals as well, and by 1993 had 162 hospitals and
9646 beds.
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3.2 The Organization: Andhra Pradesh Vaidya
Vidhan Parishad (APVVP)

The Andhra Pradesh Vaidya Vidhan Parishad (APVVP) [translated:
Andhra Pradesh Council for Hospital Management] is an
autonomous body established in 1986 by an Act of Andhra Pradesh
legislature with the express objective of managing all district
hospitals in the state of Andhra Pradesh in India. The headquarters
of APVVP are at Hyderabad. The APVVP replaced the Department
of Health, Government of Andhra Pradesh, in the management of the
district hospitals. Motivated by a desire to grant greater (and
eventually complete) autonomy to the district hospitals, APVVP was
set up as a quasi-government organization with freedom to set its
managerial objectives and style of functioning, subject to the overall
mission of granting greater autonomy to district hospitals. At the
same time, the APVVP was entrusted with the task of ensuring
greater efficiency of hospitals, improvement in quality of care and
patient satisfaction, and improvement in financial sustainability and
management.

The APVVP is governed by a “Governing Body”, which comprises
(appointed) representatives from the government, (elected)
representatives of the people, and representatives of the financial
institutions. The APVVP is headed by a Commissioner, who has his
offices at the headquarters in Hyderabad. The Commissioner is
supported by a number of Joint Commissioners and Deputy
Commissioners, and administrative and legal staff. A large number
of physicians are also on the payroll of APVVP, and are principally
located at the various district hospitals.

The functions entrusted to APVVP are as follows:

1. Formulate and implement the schemes for the comprehensive
development of the dispensaries and hospitals.

2. Construct and maintain dispensaries and non-teaching
hospitals.
3. Purchase, maintain and allocate quality equipment to various

dispensaries and hospitals.

4. Procure, stock and distribute drugs, diet, linen and other
consumable among the dispensaries and hospitals.

5. Provide facilities of specialists and super-specialists in various
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hospitals.

6. Receive donations, funds, and the like from the general public
and institutions both from within and outside India.

7. Receive grants or contributions which may be made by the
government.
8. Provide for construction of houses for employees of the

dispensaries and hospitals and the maintenance thereof.

O. Plan, construct and maintain commercial complexes, and
paying wards; provide diagnostic services and treatment on
payment basis and utilize the receipts for the improvement of
hospitals and dispensaries.

10. Manage public utility services and any other activity of
commercial nature within the hospital premises.

11. Manage canteens and cafeteria within the hospital premises.

Legal Framework of the Commissionerate

The Commissionerate has been established as a body corporate,
having perpetual succession and a common seal, with the power to
acquire, hold and dispose of property and enter into contracts.

The Commissioner is appointed by the state government and is the
Chief Executive of the Commissionerate. The Governing Body of the
Parishad is its principal policy making body, and has powers to:

1. Make regulations to achieve the objectives of the Act;

2. Hold, control and administer the properties of the
Commissionerate;

3. Administer funds, accept donations, endowments, bequests,
grants, transfer of movable and immovable property on behalf
of the Commissionerate;

4. Raise loans from central or any other government, the public or
any other financial institution;

5. Levy and collect such fees as may be prescribed for various
specific services;

6. Purchase, stock manufacture and distribute drugs, linen and
other consumables;
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7. Enter into an agreement with the Central or State government
or with a private management for assuming management of
any dispensary or hospital and for taking over its properties
and liabilities or for any other purpose of the Act;

8. Purchase, maintain and allocate quality equipment to various
dispensaries and hospitals; and

9. Constitute committees of professional experts to advise on
strategies for improvement of medical care facilities.

Financial Powers of the Commissionerate

In addition to the grants-in-aid from the State Government and other
grants from the Central Government, APVVP is empowered by the
Act to mobilize resource by taking loans and by charging for services
provided. Under clause 5 (i) of the bill, APVVP can “plan, construct
and maintain commercial complexes, paying wards and provide
diagnostic services and treatment on payment basis and utilize the
receipts for the improvement of hospitals and dispensaries”.

Powers of the Government

APVVP is expected to function under the “general supervisory
control” of the government, who has the powers to review and
inspect the affairs and properties of the Commissionerate, its
buildings, laboratories, libraries, equipment maintained by the
dispensaries, hospitals, medical institutions, etc., and to enquire into
related matters of the Commissionerate, if required. All rules made
under the Act are required to be placed before the Legislative
Assembly of the state. In the event of any dispute between the
government and the Commissionerate as to whether a matter is of
concern to state purposes, or warrants state intervention, the
decision of the government overrides.
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4. Evolution of APVVP as an
Autonomous Organization

A day before the introduction of the APVVP bill in the Andhra
Pradesh Legislative Assembly,® the then Chief Minister Mr. N.T.
Rama Rao (TDP), inaugurated a seminar on “Preventive Care
Medicine Update, 1986” organized by the Telugu Association of
North America (TANA), the Department of Medical & Health
Services, A.P, and Nizams Institute of Medical Sciences. The Chief
Minister said that “the government had taken steps to decentralize
the medical set-up in the state with a view to make it free from
government interference, while providing improved medical facilities
to the poor and needy.” The government, he said, was going to
create a three-tier structure in health care under which the
Commissionerate of Medical Services (APVVP) would be constituted
and would be in charge of all the Taluk and District hospitals. The
primary health centers would be under the Directorate of Health,
while medical education would be looked after by a Medical
University. The Chief Minister also said that under the present
circumstances it was not the well-equipped urban areas which
needed medical care, but the rural ones which were even bereft of
primary services. "Upliftment of rural areas, particularly in the health
sector, was the need of the hour.” (News Time, July 25, 1986).

The bill constituting the APVVP was introduced in the Andhra
Pradesh Legislative Assembly on 26th July 1986. In the statement of
objectives of the then Health Minister, MSS Koteshwara Rao (TDP),
stated “the standard of maintenance of hospitals, equipment,
services etc. was far from satisfactory as the budgetary allocation
was meager and government could not raise resources from
outsiders. An autonomous body would be able to augment
resources by mobilizing donations, charging fees for diagnostic and
treatment services, through paying wards and through commercial
projects”. The Health Minister argued that the bill would provide
better medical care and efficient functioning of hospitals and medical
colleges, as “[APVVP] would help augment resources by loans from
financial institutions and through donations for providing better
medical and health facilities.”

3/ A Dbill for introducing a new legislation on subjects covered by the state list is first
presented in the legislative assembly of the concerned state. After a clause by clause
consideration, the bill is put to vote. If the house passes the bill, and the Governor’'s assent is
obtained, the bill becomes an Act.
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In course of the discussion, members of the assembly expressed
their views on a wide range of issues, including user charges,
resource generation, the ‘sad’ condition of public hospitals,
advantages and disadvantages of separating preventive, curative,
and tertiary care, quality of drugs and equipment, the need for
appointing hospital administrators, continuing government control
over APVVP, the personnel policies of APVVP, the appropriateness
of having commercial complexes near the hospitals, etc. Most of the
discussion was along predictable bipartisan lines, with the members
questioning the very basis of such a bill, arguing that merely
introducing a bill to bifurcate secondary care would not improve the
condition of public hospitals. They also argued that the APVVP bill,
like the earlier bills on Commissionerate for Higher Education and
University of Health Sciences, was in fact trying to centralize powers
rather than decentralize it.

4.1 Specific Issues

User Charges

Clause 5 (i) of the bill allows APVVP “to plan, construct and maintain
commercial complexes, paying wards and providing diagnostic
services and treatment on payment basis and utilize the receipts for
the improvement of hospitals and dispensaries” and was at the
center of the discussion. Several members of the opposition parties
were of the view that this clause would in fact be used to charge fees
from poor patients, while the Minister of Health and members from
the treasury benches explained that the intention was only to charge
the rich patients in the paying wards. Opposition members
countered that this was not explicitly mentioned in the bill, and the
Speaker ruled that this was in fact a defect in the drafting of the bill.

Resource Generation

Some members of the opposition were of the view that the bill
addressed commercial and business interests only. They doubted
that anyone would come forward to donate money to the
Commissionerate. One member* argued that “corporations such as
the APVVP are formed only to get loans from central institutions and
the World Bank” and that “constituting a Commissionerate to do [this]
for health care seemed like constituting a business organization.” A
member from the majority party® countered by welcoming the idea of
seeking loans from financial institutions to become self sufficient, and

4/ A. Dharma Rao (Cong-l)

5/ K.R Pushpa Raju (TDP)
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of having commercial complexes near hospitals which “would also
make use of the waste land in hospital complexes and ward off
animals from entering the complexes.” Opposition members,
however, were not satisfied with these explanations, contending that
shopping complexes would actually “spoil the beauty of the hospital
compounds.” The then Health Minister explained that the government
could not take loans from any financial institution whereas an
autonomous corporation could. He also clarified that the proposed
commercial complexes would not be “vegetable markets or slaughter
houses, or restaurants with bars. The appropriate nature of
commercial units will be decided by the Governing Council, that
would have responsible people on it. These complexes would not be
allowed to spoil the sanitation of the hospital surroundings also.”
Some useful stalls and services would include auto-rickshaw stands,
drug stores, fruit juice bars, etc.

Was the Commissionerate Needed?

Several members brought out the sad state of affairs in the public
hospitals and wondered whether the Commissionerate was going to
make any difference at all. In the words of an opposition member®, “if
we see the condition of hospitals in rural areas, it is horrible with no
doctors, medicines, vaccines or injections. And day by day the
incidence of malaria and filariasis are increasing.” Another’ was of
the opinion that “already we have the Directorate and the Secretariat.
Even after having the Directorate and the Secretariat the condition of
the public hospitals in rural areas remains deplorable, with rampant
corruption and misuse and with no doctors in place. No new
developmental changes would take place with the Commissionerate.”

Bifurcation of Curative and Preventive Care

Some members® welcomed the bill as it provided for bifurcation of
preventive, curative and tertiary care. They felt that this would lead
to improvements in administrative efficiency since the three-way
division into University of Health Sciences, APVVP and the
Directorate of Health would permit decisions being taken closer to
locations. “Files of these branches of health administration would no
longer be brought to the Secretariat for decision-making, as each of
these units would be empowered with a wide range of decision-
making powers.” They further argued that health administration was
looked after by such autonomous commissionerates and
corporations in several other countries also.

6/ S. Raghava Reddy (CPI-M)
7/ C. H.Vittal Reddy (CPI)

8/ K R Pushpa Raju (TDP) and Dr. K Veeraiah (TDP)
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Quality of Drugs and Equipment

A member of the ruling party® pointed out that the creation of APVVP
would lead to better quality of drugs and improvements in the
purchasing system. Several other members?, particularly from the
opposition parties, remained unconvinced. They maintained that
even though the Act provided for self purchase of drugs, there was
no mechanism to ensure that this would lead to definite
improvements in quality or procedure, and that the benefits of this
system would in fact percolate to the people. In support of this
argument, they cited the example of government hospitals where,
they alleged, whatever drugs were available were sold off by the
hospital staff.

Members!! were keen to know about the new equipment that would
be made available in the APVVP hospitals. The Minister of Health
pointed out that under the existing resource constraint, the
government was not in a position to provide sophisticated equipment,
like ultrasonography, in the district hospitals even though it was very
useful in diagnosing various gynecological diseases. However, with
improvements in resource mobilization as was expected under
APVVP, it was expected that such equipment would become
available at all hospitals.

Government Control

Several members pointed out that though APVVP was constituted as
an autonomous body, the government still enjoyed considerable
powers in day-to-day administration. Section 21(1) of the Act says
“in the discharge of its functions under this Act the Commissionerate
shall be guided by such directions on questions of policy relating to
State purposes or in the case of any emergency given to it by the
government. Section 21(2) states “if any dispute arose between the
government and the Commissionerate as to whether the question is
or is not a question of policy relating to state purposes or whether an
emergency has arisen, the decision of the government thereon shall
be final.” Section 21(3) states “the Commissionerate shall function
under the general supervision of the government and the government
shall have the power to review the actions of the Commissionerate
taken under the Act.” Under section 22, the government shall have
“the right to cause an inspection to be made by such persons [as
they may direct] of the affairs and properties of the Commissionerate,
its buildings, laboratories, libraries, equipment maintained by the
dispensaries, hospitals, medical institutions, and also cause an

9/ M. Indira (TDP)
10/ C.Jayaram Babu (Cong-l)

11/ Dr. R. Ravindranath Reddy (BJP)
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enquiry to be made into matters connected with the
Commissionerate.” Finally, under section 23(2), all rules made under
the Act are required to be placed before the Legislative Assembly of
the state.

Several members?? feared that these clauses would nullify autonomy
itself and were of the view that the government was only creating a

middle level agency and had kept all the powers with itself. Such an
agency, they argued, would only increase corruption and inefficiency.

Interest on Government Assets Transferred to APVVP

Section 18 of the Act requires the Commissionerate to pay interest
on government assets vested in APVVP at the rates fixed by the
government, and to treat such payments as an expenditure of the
Commissionerate. Many members?® protested this clause, arguing
that the Nizam kings had given these buildings to the government
free of cost, and thus the government could not charge interest on
these assets. The Minister of Health replied that the government had
also built several hospitals, and was thus authorized to charge
interest from APVVP, especially since APVVP would continue
receiving substantial financial aid from the government.

Appropriateness of Having Assembly Members in the
Governing Council

Some members!* expressed doubts about the appropriateness of
nominating assembly members to the Governing Council of the
Commissionerate. They were of the view that this would introduce
politics into APVVP, and that the doctors and other staff would be
seeking out the Assembly members for their transfers. The Minister
of Health argued that the members were “responsible, and would
represent the interest of the people” and that they “would use sound
judgement in the discharge of their duties”.

Appointment of Hospital Administrators

Arguing that the hospital doctors could not perform the management
task, members expressed an interest in having hospital
administrators to manage the hospital affairs. One member?®
suggested that an officer of the rank of a Regional Development
Officer should be appointed in large hospitals, and should have
control over all doctors and other staff. He also felt that the Resident

12/ Vittal Reddy (CPIl), A. Dharma Rao (Cong-l)
13/ S. Raghava Reddy (CPI-M)

14/ Dharma Rao (Cong-l), Jaya Ram Babu ( Cong-l), G. Kuthuhalamma (Cong- 1), P.
Venketapathy (CPI-M)
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Medical Officers who were supposed to hold this power had in fact
proven their inability in this regard. According to him a doctor was
unlikely to take action against another doctor, and the only way to
discipline “erring government doctors was to have an administrative
officer at the helm of affairs”.

After this discussion and the Health Minister’s clarifications to the
members of the Legislative Assembly, the Act was passed as it was
presented to the Assembly without any modifications.

4.2 Amendment to the APVVP Act

The APVVP Act 1986 was amended on 24th January 1987. While
the original Act under Section 11(1-b-i) stated that “with effect from
such date as may be prescribed the control and management of all
the dispensaries, non-teaching hospitals, except such hospitals
which are primarily dealing with implementation of National Health
Programs like Tuberculosis Control and Leprosy Control shall stand
transferred to and vest in the Commissionerate and shall function
under the administrative control of the Commissionerate” and Section
11(1-c) stated that “all the properties, assets and liabilities, rights and
obligations in relation to such dispensaries and non-teaching
hospitals and all obligations of the Government in relation to them
shall devolve upon the Commissionerate”, the amendment
substituted the words ‘as may be prescribed’ with ‘as may be
notified’. The implication of this change was that it made it
mandatory for the Government to officially notify the date of
application of the clause. This amendment was applicable to all the
other subsections, and included those dealing with service conditions
of the officers and employees who were previously working with
other departments. It appears that this amendment was primarily
made to remove ambiguities regarding the service conditions of
employees.

Other amendments also dealt with service matters of officers and
employees. Section 11 (1-a) of the original Act stated that “with
effect from such date as may be prescribed, every officer or
employee who immediately before that date was under the
administrative control of the Director of Medical Education shall stand
transferred to the Commissionerate and shall be deemed to be
officer or employee of the Commissionerate.” Section 11 (1-d) stated
that “every officer or employee who immediately before that date that

15/ C.H. Jayaram Babu (Cong-l)
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[prescribed date] was under the administrative control of such
dispensaries, district headquarters hospitals, and non-teaching
hospitals shall stand transferred to the Commissionerate and shall be
deemed to be an officer or an employee of the Commissionerate.”
The 1987 amendment diluted the strong position of APVVP
somewhat, and substituted the clauses ‘transferred to’ and ‘be
deemed to be an officer or employee of the Commissionerate’ with
‘every officer or employee who, immediately before that date, was
working in such dispensaries and non-teaching hospitals shall
continue to work on deputation with the Commissionerate till such
time he exercises the option to be absorbed in the service of the
Commissionerate’. The amendment therefore gave the employees
the choice and freedom to opt for absorption in the service of the
Commissionerate or to continue on deputation.

4.3 Change of Government

The Telegu Desam Party lost the 1989 Assembly elections to the
Congress party, and all institutions created in the earlier regime,
including the APVVP, came under immediate threat. The new
Minister of Health, N. Srinivasulu Reddy (Cong-l), declared on July
20th 1990 that the State government had decided to abolish the
Vaidya Vidhana Parishad by repealing the relevant Act, and that an
ordinance would soon be issued to this effect.

Members of the TDP criticized the reported move of the State
Government to abolish APVVP, and said that the new government
“betrayed a lack of understanding” of the intentions of the earlier
government and the Health Minister, and about the functions of
APVVP and the background against which it was set up. They
maintained that the Parishad actually helped in cutting down
bureaucratic delays involved in getting sanctions from secretariat to
district hospitals, for promotions, transfers, purchase and medical,
constructions of new blocks and so on. Even the then Union Health
Minister, Motilal Vora, and the then Health Secretary had studied the
functioning of APVVP, and had encouraged other states also join in.
(“Decision to Abolish Vaidya Vidhana Parishad Criticized”, The
Hindu, July 20th, 1990.)

A committee was set up on 15th January, 1990 under the
Chairmanship of SR Rama Murthy, a senior officer of the Indian
Administrative Service and advisor to the Chief Minister M. Chenna
Reddy, to “examine the relevance and utility of the institutions and
authorities set up, to ensure proper discharge of the functions with
efficiency and economy.”® Since APVVP was one such institution

16/ Report of the Committee on Administrative Reorganization (RCAR), General
Administration (ART Desk) Department, Government of Andhra Pradesh, April 1990.
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newly set up by the previous Telugu Desam regime it came under
the purview of the Committee’s terms of reference.

With regard to APVVP the committee observed “while APVVP has
made some efforts to improve the maintenance standards, upgrade
buildings and equipment with the plan and non-plan funds made
available to it, it has not been very successful so far to raise large
scale funds from financial institutions. However, it has mobilized
additional resources from its paid services, public donations etc., to
the tune of Rs. 3,263,000 during 1987-88 and Rs. 8,212,000 during
1988-89. By tapping public contributions and grants from other
departments, the APVVP has undertaken new capital works of the
order of Rs. 42,400,000 since its inception.” It further noted that
“APVVP has achieved considerable improvement in the supply of
drugs and consumable, water supply and electricity, diagnostic
services and emergency preparedness”, and introduced practices
that should be followed in other health departments of the state
government. The committee also noted that there had been several
representations from the medical and para-medical staff, and some
by the general public, against the continuation of APVVP. Some of
the major issues raised in these representations were:

1. All doctors and staff who were deemed to be on deputation to
APVVP were uncertain about their future, particularly whether
they would be automatically absorbed into APVVP or would be
given options, and whether the service conditions they enjoyed
in Government, particularly pensions, would be safeguarded.

2. Doctors recruited by APVVP after its creation were offered
fixed-term contracts, which evoked a feeling of insecurity in
their minds. Contract employment is not a usual and
customary practice in government and parastatal
organizations.

3. Doctors appointed by APVVP were neither allowed private
practice nor paid non-practicing allowance, while government
doctors were entitled to non-practice allowance.

4. APVVP had not achieved its goal of raising institutional funds
for quick upgradation of the hospitals.

The Committee observed that APVVP could overcome problems of
service conditions through careful and coordinated planning.
However, the committee was doubtful whether the APVVP could
achieve its primary goal of raising institutional finance on a large
scale. “There are two types of activities for which institutional finance
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can be tapped. These are (1) Capital Works; and (2) Machinery and
Equipment. Capital works by their very nature are unremunerative in
the context of hospitals and dispensaries. As such, raising loans for
construction of hospital buildings only amounts to advancing the
construction activity which ultimately has to be paid for through
annual budgetary allocation along with interest. As funds availability
would be meager, over a period of time most of the budget
allocations would go towards repayment of earlier loans. On the
other hand, machinery and equipment can be funded through
borrowing if we are able to raise our charges for the services
rendered through these machines and equipment. Even in this case,
considering the payment capacity of a large section of our people in
the districts where the APVVP hospitals are located, it is doubtful
whether they would be in a position to repay their installments. In
this view of the matter, it is questionable whether APVVP will still be
able to raise institutional finance for the development of its hospitals
in a big way.”

The committee also noted that before the creation of APVVP in 1986
the Director of Health and Family Welfare used to have
administrative control over all non-teaching district and Taluk
hospitals, primary healthcare centers, and all field staff. He was also
in charge of the Family Welfare program and other national health
programs like National Malaria Eradication Program, National
Leprosy Control Program and T.B. Control program. However, the
breakup of the department into the new family welfare, public health
and the hospitals wings, many coordination problems were
encountered at the field level, particularly in implementation of the
national programs, where the services of doctors of APVVP hospitals
was crucial.

In light of the above, the committee recommended that APVVP be
wound up and the APVVP Act repealed, and the hospitals reverted to
either the Directorate of Health or the Directorate of Medical
Education, or placed under the administrative control of a new
Directorate of Medical Services.

However, these recommendations were never put up for deliberation
by the cabinet, whose approval is required before the amendment to
the Act can be placed before the assembly. It is noteworthy that
while all other organizations created by the TDP were closed down
by the Congress government of Chenna Reddy, the question of
closing down APVVP continued to be deferred in spite of a
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committee report recommending its closure. The Ramamurthy report
languished for about a year-and-a-half, when there was a change of
leadership and Janardhan Reddy took over as the Chief Minister of
the state. The issue of closing down APVVP was never discussed
again by the Congress government?’.

17/ In subsequent elections in 1995 TDP was returned to power.
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5. Impact of Autonomy

In this section we assess the impact of autonomy of APVVP hospitals
in terms of its effect on mission and goal, infrastructure development,
mobilization of resources, improvements in hospital services,
improvements in administrative systems and financial management,
continuing education, monitoring and evaluation, and data collection.

5.1 Mission & Goal

Directly after its formation APVVP sought to enunciate its goals and
mission so that each employee and worker in the hospital could
perceive the corporate goal of the institution for which he works. In
recognition of its hospitals as service delivery institutions, APVVP
adopted the following statement of mission:

(a) The mission of each Parishad Hospital shall be to give
‘Care, Comfort, and Courtesy’, where:

- Care stands for care of the patient.
- Comfort stands for comfortable stay of patient.
- Courtesy stands for courtesy to the attendant.

(b) Care of the patient will be ensured through the following
sub-missions:

- Scientific diagnosis.

- Cost-effective regimen.

- Consistency in availability of drugs.
- Zero incidence of hospital infection.
- Referral services.

(c) Comfortable stay of the patient will be ensured through
the following sub-missions:

- Toilet maintenance.

- Water and electricity.

- Ward cleanliness.

- Linen supply.

- Furniture maintenance.
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(d) Courtesy to the attendant should be extended by every
employee of Parishad hospital wherever he/she interacts with the
attendant of a patient. Towards this end, employees of the hospitals,
insofar as it relates to them, shall, while interacting with any
attendant,

- Show concern.

- Explain things.

- Arrange issue of pass.

- Arrange for attendant’'s accommodation.
- Ensure easy access.

5.2 Infrastructure Development

Water Supply

When APVVP took over the hospitals, a large number of facilities did
not have adequately functioning water supply systems. This area
was given high priority by APVVP, who took up the challenge of
improving water supply by installing borewells, augmenting municipal
sources, overhauling existing water distribution systems, adding
overhead storage tanks, and providing safe drinking water for
patients. Of the 162 hospitals presently being managed by APVVP,
water supply distribution system has been overhauled and made
functional in all 162 hospitals, an improvement of over 40% as
compared to the situation prevailing in 1988.

Electricity

Power supply is less than the demand in the state of Andhra
Pradesh, and APVVP hospitals, even though they fall under the
“exempt”’ category, are often subject to prolonged power outages.
Furthermore, most of the old hospitals have damaged and unsafe
internal wiring and an insufficient number of fans in working
condition. This was recognized as one of the major problem-areas
by APVVP, and a multi-pronged strategy was adopted to address
power shortages. Measures taken by APVVP include installation of
direct feeder lines, supply and installation of standby generator sets,
electrical rewiring in old hospitals, and provision of an adequate
number of fans.

At the time of this report, direct feeder lines have been installed in 28
hospitals, and work is in progress in 82 more. Fifty-three hospitals
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have now been supplied with additional generator sets, up from 13
hospitals that had standby generator sets at the time of formation of
APVVP. In addition, capacity requirements have been reassessed
in all hospitals, and increased in these 53 units. Electrical rewiring
has been done in almost all hospitals, and adequate number of fans
provided to all hospitals.

Toilet Maintenance

APVVP is giving top priority to toilet cleanliness and maintenance. A
separate annual allocation of Rs. 2,500,000 has been made for
purchase of sanitary tools and cleaning agents for maintenance of
toilets and improvement of sanitation. Detailed guidelines have
been issued to all the hospitals for bringing about improvements in
sanitation and toilet maintenance, and specific posts of sanitary
workers have been created. As a result, there is a marked
improvement in cleanliness and sanitation in toilets in APVVP
hospitals.

Security

APVVP has taken up construction of compound boundary walls to
prevent encroachments on hospital land as well as to prevent entry
of stray animals. So far boundary walls have been constructed in all
area hospitals and 11 district hospitals.

Building Maintenance

In addition to comprehensive maintenance, APVVP has taken up
construction of additional wards, outpatients centers, rooms for
diagnostic services, and areas for patients’ attendants, details of
which are given in the table below.
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Table 5.1

Building Maintenance

1993-94 1994-95 1995-96

Hospitals Exp. Hospitals Exp. Hospitals Exp.
Covered (Rs '000) Covered (Rs '000) Covered (Rs '000)

Construction of new 2 216 1 110
compound walls

Improving existing 4 125

compound walls

Comprehensive 73 9,385 37 2,722 26 1,537
maintenance

Additional operation 9 3,394 5 6,456

theaters

Additional outpatient areas 1 500

Additional service areas 1 55

Additional space for 4 1,247 1 310
